H eart failure not only has a high mortality rate, but it also causes shortness of breath, fatigue, and emotional problems. The resulting lower quality of life affects younger women with heart failure more than elderly women or men of any age, according to a study supported by the Agency for Healthcare Research and Quality (HS09822) .
Researchers led by Nan Hou, R.N., M.S.N., and Susan J. Bennett, R.N., D.N.S., from the School of Nursing at Indiana University, examined differences in health-related quality of life (HRQOL) among four groups of patients on the basis of age (younger than 65 and 65 years or older) and sex to evaluate the relationships of age and sex to changes in HRQOL over a 6-month period. They asked patients from two urban hospital outpatient clinics at baseline and 26 weeks later to rate shortness of breath (dyspnea) they experienced while doing each of five activities during the previous 4 weeks to identify changes in dyspnea and fatigue. They measured patients' HRQOL using the 21-item Minnesota Living With Heart Failure Questionnaire (LHFQ) and the 16-item Chronic Heart Failure Questionnaire (CHQ).
Of the 165 patients who completed baseline and later interviews, those younger than 65 years had poorer HRQOL scores on total scales and some subscales compared with older patients. Women had poorer scores than men on some scales, particularly the emotional subscales, but their scores did improve over time. With demographic and clinical factors controlled for, women younger than 65 had more improvement in fatigue over time than older women and more improvement in emotional symptoms over time than men less than 65 years of age as measured by the CHQ. There were no significant differences
Research Activities
D iabetes patients who have uncontrolled blood glucose levels are at increased risk for serious complications such as kidney failure, blindness, and heart attack. Regular monitoring of blood glucose levels in diabetes patients is needed to prevent these complications or delay progression of the disease. Yet, little time is devoted to diabetes management during primary care visits, according to a study led by Lawrence S. Phillips, M.D., of Emory University, and colleagues. A second study by the same research team shows that a rapidturnaround blood glucose test during a doctor's visit can identify most inadequately controlled diabetes patients so that their therapy can be intensified. Both studies, which were supported in part by the Agency for Healthcare Research and Quality (HS09722), are summarized here. This study of patient flow and time management during a routine office visit to a hospital primary care clinic found relatively little time spent by internal medicine residents with type 2 diabetes patients and even less time spent on diabetes management. During the clinic visit, patients spent an average of 25 minutes with the resident. Despite the considerable time invested in these patient visits, the residents spent an average of only 5 minutes on diabetes care, and many standard diabetes care items were omitted.
Glucose monitoring was addressed in 70 percent of visits, but residents asked patients about a history of hypoglycemia (low blood sugar) in only 30 percent of visits. Blood pressure values were mentioned in 75 percent of visits, and hemoglobin A1c (HbA1c) values (an indicator of blood glucose levels) were addressed in only 40 percent of visits. The need for proper foot care was discussed in 55 percent of visits, but feet were examined in only 40 percent of visits. Although 65 percent of patients had high glucose levels (HbA1c level averaged 8.9 percent; optimal glycemic control is less than 7 percent), therapy was intensified for only 15 percent of patients.
Given the time pressures on the primary care doctor, the authors recommend a "5-Minute Scenario" as a model of diabetes care. Using a flowsheet, the doctor first "runs the numbers"-blood pressure, lipids, use of aspirin, and glucose patterns from home monitoringand makes appropriate adjustments for medications. Next, the doctor orders a urine albumin/creatinine ratio (if not up to date, to detect kidney problems) and dilated eye exam (if the patient's eye screening is not up to date). Finally, he or she examines the patient's feet. The investigators suggest that the recommendation can be easily remembered using the mnemonic "PLAGUE-F" (i.e., pressure, lipids, aspirin, glucose, urine albumin/creatinine ratio, eye examination, and foot examination). C urrently, an estimated one-third of the U.S. population is obese, and 50 percent of Americans may be obese by 2020. Clinical trials of sibutramine-a medication that has been approved for the long-term management of obesity-in obese individuals have demonstrated significant weight loss and better weight maintenance than placebo, as well as reduction in fat mass. However, because the drug increases heart rate and blood pressure, it may not be applicable for use in obese patients with significant cardiovascular disease or uncontrolled hypertension.
Blood pressure and heart rate should be regularly monitored in all patients taking sibutramine, according to Walker S. Carlos Poston, Ph.D., M.P.H., of the University of Missouri, Kansas City, and John P. Foreyt, Ph.D., of Baylor College of Medicine. They reviewed clinical efficacy and safety trials of the drug and examined its appropriateness for special populations ranging from minorities and people with diabetes to patients with binge eating disorders. Their work was supported in part by the Agency for Healthcare Research and Quality (HS11282) .
Obesity is defined as a body mass index (BMI; weight in kg/height in m2) of 30 or more, for example, a 5'5" woman weighing 180 pounds or more or a 5'11" man weighing 215 pounds or more. Obesity is a serious public health problem, since it boosts the risk of developing heart disease, diabetes, some cancers, osteoarthritis, and other disorders. Sibutramine helps weight loss by increasing feelings of fullness and satisfaction, due to the medication's selective effect on the availability of the neurotransmitters, serotonin and noradrenaline. It has established general safety and efficacy in long-term trials with clinically approved doses of 10 mg and 15 mg. However, the researchers concluded that data are insufficient at this time to determine its appropriateness for use in special populations, such as people with binge eating disorders.
See "Sibutramine and the management of obesity," by Drs. Poston and Foreyt, Hemoglobin A1c (HbA1c), the main indicator of blood glucose level, is used to determine whether current diabetes treatment is successfully controlling blood sugar levels (optimal blood sugar control is considered to be HbA1c of 7 or less) or needs to be intensified. However, a recent HbA1c result often is not available during patient visits to guide adjustment of therapy. This is because rapidturnaround HbA1c tests are not widely used in offices, and patients often do not perform home blood glucose monitoring. Fortunately, casual glucose measurements (obtained 1 to 4 hours after a meal) during office visits are an acceptable alternative to guide timely adjustment of therapy, concludes this study.
The investigators examined the relationship between casual postprandial plasma glucose (cPPG) levels (1 to 4 hours after a meal) and HbA1c levels in 1,827 type 2 diabetes patients (most of whom were middle-aged and black) who had both tests done during a single clinic visit. Overall, 67 percent of patients had an HbA1c value at 7 percent or more, and 77 percent had an HbA1c level higher than 6.5 percent. In the clinic, a cPPG of 150 mg/dl identified 78 percent of those with an HbA1c level at 7 or more (elevated) and 74 percent of those with an HbA1c level higher than 6.5 percent. The correlation between cPPG and HbA1c was strongest in patients treated with diet alone and weaker, but still highly significant, for patients treated with oral agents or insulin.
A cutoff cPPG of 150 mg/dL had a predictive value of 80 to 88 percent, meaning that 80 to 88 percent of patients with a plasma glucose level greater than 150 mg/dl also had an elevated HbA1c level. Thus, when rapid-turnaround HbA1c results are not available, a single cPPG level greater than 150 mg/dl may be used during a clinic visit to identify most inadequately controlled diabetes patients to permit timely intensification of therapy.
Editor's note: Another AHRQsupported study on a related topic found no association between provider continuity and completion of diabetes monitoring tests among privately insured patients. For more details, see Gill, J.M., Mainous III, A.G., Diamond, J.J., and Lenhard, M.J. (2003, September) . "Impact of provider continuity on quality of care for persons with diabetes mellitus." (AHRQ grant HS10069). Annals of Family Medicine 1(3), pp. 162-170. s V itamin E supplementation appears to have no benefit on cardiovascular disease prevention or treatment, according to the results from a metaanalysis of 84 studies on the topic. Supplementation with vitamin E alone or with other antioxidants had no positive or negative impact on fatal or nonfatal heart attacks, deaths due to cardiovascular disease or other causes, or cholesterol levels. The meta-analysis was conducted by Paul G. Shekelle, M.D., Ph.D., and colleagues at the Southern California-RAND Evidence-based Practice Center, which is supported by the Agency for Healthcare .
A total of 20 trials found no effect of supplementation with vitamin E alone (either 400 IU or less or more than 400 IU) or in combination with other antioxidants (typically vitamin C or betacarotene) on death rates from all causes in people with no known preexisting cardiovascular disease and those 
Researchers

Free and fast-Subscribe to AHRQ's Electronic Newsletter!
If you want the latest information from AHRQ on new RFAs, research findings, conferences, and more, just subscribe to AHRQ's Electronic Newsletter. All you need is a computer and an e-mail address. Here's how:
1. Send an e-mail message to: listserv@list.ahrq.gov 2. In the subject line type: Subscribe 3. In the body of the message type: sub public_list-L your full name 4. That's it. You will receive an e-mail confirmation. Questions? Please send an e-mail to Nancy Comfort in AHRQ's public affairs office at ncomfort@ahrq.gov continued on page 6 H ospital-acquired enterococcal infections have increased markedly in the past 20 years, accounting for over 10 percent of hospital-acquired bloodstream infections that often result in death. In recent years, the broad-spectrum antibiotic, vancomycin, has been used to treat these multi-drug-resistant pathogens, which has led to the emergence of vancomycin-resistant enterococci (VRE with cardiovascular disease. Four trials showed no effect of vitamin E supplementation compared with placebo on the risk of death due to cardiovascular disease. Neither was there any evidence of significant harm from the use of vitamin E alone or with other vitamin supplements.
A meta-analysis of seven trials found no positive or negative effect of vitamin E alone or in combination with other antioxidants compared with placebo on fatal or nonfatal heart attack among patients with a previous history of or significant risk factors for cardiovascular disease. Supplementation with vitamin E alone (or in combination with other antioxidants) in doses ranging from 100 IU to 1200 IU for 8 to 24 weeks did not demonstrate a significant positive or negative effect on serum lipids such as total cholesterol, LDL cholesterol, and HDL cholesterol.
See Pediatric emergency HCWs who were willing to receive the smallpox vaccine were 29 percent more likely than those who were unwilling to receive the vaccine to believe that a local smallpox outbreak was likely to occur in their city during the next 12 months. One-fifth of those surveyed reported a contraindication to smallpox vaccine. Nevertheless, more than half of them indicated they would still be willing to receive the vaccine. More than half of all HCWs surveyed reported concerns about vaccinerelated adverse effects.
HCWs who perceived themselves at high risk for vaccine-related adverse events were 27 percent less willing to receive the pre-event smallpox vaccine. Selfprotection was the most common reason cited for wanting to receive the vaccine, followed by protecting one's family. Thus, many pediatric HCWs were willing to receive pre-event smallpox vaccine, but they reported ambivalent or contradictory attitudes toward the vaccine. These inconsistent attitudes might have contributed to the unexpected poor participation in this program. Fewer than 10 percent of the targeted health care workers had been immunized (38, 759 Disadvantaged communities may be at increased risk for S. pneumoniae transmission among young children O n average, children with short stature (2 to 3 deviations below the mean for height) score lower than their peers on tests of mental and physical functioning (perhaps due to the underlying condition that caused both the short stature and cognitive impairment). However, few short children score outside the normal range. In addition, most children with primary short stature score within the normal range on functional tests, and there is no evidence that treatment of short stature improves function. Nevertheless, in the opinion of the authors, growth hormone treatment may be warranted in children with severe short stature (4 to 5 standard deviations below the mean for height) to relieve practical restrictions such as being unable to use school bathrooms or reach elevator buttons.
These conclusions are based on a systematic review of the evidence conducted by the Tufts-New England Medical Center Evidence-based Practice Center, which is supported by the Agency for Healthcare . EPC researchers reviewed studies of children (aged 17 years and younger) with short stature and functional limitations conducted through October 2001. The studies included children with isolated short stature (ISS), constitutional growth delay (CGD), growth hormone deficiency (GHD), or multiple hormone deficiency (MHD).
Short children showed no substantial deviation from normal, but many studies found that children with short stature had slightly lower intelligence and academic achievement scores than children of average height.
The three studies that evaluated visual motor perception found significant visual-motor skill reduction among short children; however, the studies had numerous limitations. Teacher-based evaluation of behavior in children with short stature was, in general, similar to that for normal-height children. No study found a direct causal link between short stature and functional impairment.
See Based on U.S. census data, the researchers calculated that living in census tracts with an average household size of more than 2.9 predicted a three-fold increase in the odds of S. pneumoniae carriage, and living in socioeconomically disadvantaged census tracts conferred an additional two-to three-fold increase in the odds of carriage (equal to that of a child attending child care).
The predictive value of a lowincome census tract (median household income less than $35,000) was interchangeable with any of several socioeconomic measures, including poverty, unemployment, low educational attainment, and low owner occupancy, in addition to high density of children and limited household plumbing facilities. Furthermore, living in census tracts where residents had low educational attainment predicted a four-fold risk of carriage of antibiotic-resistant S. pneumoniae. The authors geocoded addresses from a multi-community injuries in young children 0 to 4 years of age were the result of motor vehicle accidents. Other significant causes were child abuse (16 percent) and falls (14 percent). These figures are based on an analysis of data provided by U.S. pediatric trauma hospitals to the National Pediatric Trauma Registry. Children who were abused and those with concomitant central nervous system (CNS) injury were more likely than other children with abdominal trauma to die while in the hospital, according to the study, which was supported in part by the Agency for Healthcare Research and Quality (T32 HS00060).
Matthew Trokel, M.D., M.S., and colleagues from Tufts-New England Medical Center identified 927 cases of blunt abdominal injuries from the Registry, which includes data on the causes, treatment, and consequences of pediatric trauma. They examined hospital use and patient outcomes for these trauma victims. Among children injured in motor vehicle accidents, the severe multisystem-injury group had the highest rates of inappropriate car restraint device use (66 percent), almost double that of the isolated abdominal injury group (38 percent). Children with all three systems injured (abdominal, skeletal, and traumatic brain injury or TBI) had the longest median length of hospital stay (10 days), the highest ICU admission rate (89 percent), and the highest surgery rate (40 percent). Children with two body systems injured had less intensive use of hospital resources but more than children with abdominal injury alone.
Patient outcomes also varied according to the associated injuries. Children with abdominal injuries and fracture had outcomes similar to those for children with isolated abdominal injury, but they had an increase in home rehabilitation referral (5.9 percent vs. 0.9 percent). Children with TBI, with or without fractures, had an almost nine-fold increase in inhospital death rate (27 vs. 3 percent) and a 6.5 fold increase (48 vs. 7 percent) in the rate of rehabilitation referral compared with those who did not have TBI.
Child abuse was associated with higher death rates across all injury groups compared with all other mechanisms of injury, perhaps due to delay in seeking medical care.
See For this multicenter study, the researchers randomly assigned 63 premenopausal women (aged 30 to 50 years) with abnormal uterine bleeding that had not responded to cyclic medroxyprogesterone acetate treatment to receive either a hysterectomy or expanded medical treatment with estrogen and/or progesterone and/or a prostaglandin synthetase inhibitor. The researchers followed the women for 2 years. Two reports from this study are described here. This report describes significant improvements in quality of life among women in the hysterectomy group (31 women) compared with women in the medication group (32 women). At 6 months, more women in the hysterectomy group boosted their mental health scores than women in the medicine group. They also had better symptom resolution, fewer pelvic problems that interfered with sex, more sexual desire, less health distress, fewer sleep problems, better overall health, and greater satisfaction with health.
By the end of the study, 53 percent of women in the medicine group had requested and received a hysterectomy. These women reported improvement in quality of life outcomes during the 2 years similar to those reported by women randomized to the hysterectomy group. Those who continued medical treatment also reported some improvements. This report discusses greater improvement in clinical symptoms among women in the hysterectomy group compared with women in the medicine group for cessation of vaginal bleeding (87 vs. 11 percent), pelvic pain, urinary urgency, incomplete bladder emptying, and breast pain. Compared with those who remained on medication through year 2, women who crossed over to hysterectomy experienced greater improvement in bleeding, pelvic pain, low back pain, breast pain, and urinary frequency and urgency. However, they also experienced more days off from work or usual activities and more days spent in bed than those who remained on medicine.
Learman
Quality of life and sexual functioning improved to a clinically significant degree among all women in the 2 years of followup, regardless of whether or not they had a hysterectomy. The researchers conclude that hysterectomy may be an optimal choice for women who give high priority to resolving bothersome symptoms, but they note that many women who are treated medically also experience some improvement.
Editor's note: A related study shows that use of medical care resources over a 2-year period is comparable for total and supracervical hysterectomy. For more details, see Showstack, J., Kuppermann, M., Lin, F., and others. (2004, May Women who undergo hysterectomy for abnormal uterine bleeding report improved health-related quality of life I ndividuals who suffer from both major depression and diabetes are less able to carry out routine daily living and social activities than patients with either problem alone, according to a study supported by the Agency for Healthcare Research and Quality (K08 HS11418). This is significant, especially given that about 10 percent of people with diabetes suffer from major depression.
Treatment for depression decreases functional disability. Thus, strategies to improve diagnosis and treatment of depression in diabetes patients are needed to decrease disability in this group, notes Leonard E. Egede, M.D., M.S., of the Medical University of South Carolina. Dr. Egede analyzed data from the 1999 National Health Interview Survey on 30,022 adults to compare the ability of four groups to perform 12 routine tasks without special equipment: those with no diabetes and no major depression, major depression alone, diabetes alone, and diabetes and major depression. Activities ranged from walking a quarter of a mile and standing for 2 hours to carrying a 10-pound bag of groceries and visiting friends.
After controlling for other factors affecting functioning, such as age, 25 percent of those with no diabetes or major depression were functionally disabled, compared with 51 percent of those with major depression, 58 percent of those with diabetes, and 78 percent of those with both diabetes and major depression. Individuals suffering from major depression were three times as likely to be functionally disabled as those without depression or diabetes. Those with diabetes were 2.5 times as likely, and those with diabetes and major depression were 6.15 times as likely to be functionally disabled as those without depression or diabetes. Additional studies are needed to establish a causal relationship.
See "Diabetes, major depression, and functional disability among U.S. adults," by Dr. Egede, in the February 2004 Diabetes Care 27(2), pp. 421-428. s Individuals who suffer from both major depression and diabetes function worse than those with either illness alone C hronic fatigue syndrome (CFS) causes severe, disabling physical and mental fatigue, which is exacerbated by minimal exertion. CFS is diagnosed by excluding other medical problems that might cause these symptoms because no diagnostic laboratory marker or biopsy specimen has yet been identified for CFS. A recent systematic review of published studies related to CFS disability examined the extent of functional disability associated with the disease and its impact on a person's ability to work.
The review by Susan D. Ross, M.D., F.R.C.P.C., and colleagues at the MetaWorks, Inc., Evidencebased Practice Center found that most patients with CFS are underemployed or unemployed. The studies they reviewed demonstrated that CFS patients suffer from physical and mental impairments, and that some are disabled, according to the Social Security Administration definition. However, the relationship of these impairments to work status was not well demonstrated. Also, no distinctive demographic, clinical, or psychiatric traits were shown to be consistently predictive of the ability of patients with CFS to return to work. Only depression seemed to be associated with unemployment in patients with CFS.
Of the eight studies that compared any physical impairment and employment, the percentage of patients with CFS who were employed ranged from 13 to 49 percent, whereas the percentage of those without CFS who were employed ranged from 71 to 100 percent. Only cognitive behavior therapy, rehabilitation, and exercise therapy were associated with restoring the ability of people with CFS to work, but no specific intervention was proven to be effective in restoring the ability to work. Simple and consistent evaluations of functional capacity in patients with CFS are needed, conclude the researchers. Their work was supported by the Agency for Healthcare Most people who have chronic fatigue syndrome are underemployed or unemployed, and some can be considered disabled L emierre's syndrome (infected clot in the jugular vein of the neck) develops most often after a strep throat infection has created an abscess near the tonsils, where bacteria migrate to the nearby jugular vein. There they cause an infected clot (thrombosis) that can travel to the lungs or heart, which can be fatal.
In the era before antibiotics, Lemierre's syndrome was common, but the incidence declined in the 1960s and 1970s, as use of antibiotics for pharyngitis (sore throat) became increasingly common. In the past decade, incidence has again increased, and some have attributed this change to the increasingly judicious use of antibiotics for pharyngitis.
A recent article details the clinical steps taken that eventually diagnosed Lemierre's syndrome in a 16-year-old girl who visited her doctor because of a 2-day history of sore throat, fatigue, fever, headache, and vomiting. She had no rhinorrhea or cough. She had a mildly tender anterior neck, but no swollen lymph nodes. Following a strep-negative throat culture, viral pharyngitis was diagnosed and treated accordingly. Four days later, the patient returned to the doctor with worsening sore throat, difficulty swallowing, dizziness while standing, and a headache and neck pain that became increasingly severe. Her appearance and vital signs were alarming, with rapid heartbeat and low blood pressure.
The doctor began aggressive rehydration for suspected deeptissue infection and, given the possibility of meningitis, performed a lumbar puncture, as well as a computerized tomography scan of her neck, chest, abdomen, and pelvis to evaluate the possibility of lymphoma. There was asymmetric thickening of the right pharyngeal soft tissues, and the right internal jugular vein was occluded to the level of the thoracic inlet. The rest of the vasculature was normal, and there was no lymph node enlargement. Blood cultures showed bacterial infection. These findings were consistent with a diagnosis of A pain in the neck could mean Lemierre's syndrome A study of an intensive care unit (ICU) at an urban teaching hospital found medical errors to be common among ICU patients. During a 6-month period in 2003, the SAFE reporting system recorded 232 medical events (ranging from risky situations and near-misses to harmful events) involving 147 patients (89 medical events per 1,000 ICU days). The SAFE reporting system, which enlisted health care providers to voluntarily provide information on errors without being punished for them, described statistically more medical events than a hospital-wide computer database for cataloging errors and high-risk events.
Over half (56 percent) of the errors occurred within the ICU and involved patient care providers working directly in the ICU area. Errors ranged from unrecognized failure of a mechanical ventilator to complications of intravenous medications. Nearly 44 percent of medical errors were commissions or omissions that occurred outside of the ICU during patient transport or in the emergency department and hospital floors. Ten percent of medical events leading to medical errors resulted in the need for additional life-sustaining treatment, and 3 percent may have contributed to patient deaths.
An anonymous report, a simple two-sided card placed at several hospital sites, was not used to assign blame or punish individuals for any reported medical events. The card identified the patient, the event, perceived cause of the event, and whether any action was taken to remedy the situation, as well as the reporting person's job description and optional contact information.
The goal of the SAFE system is to identify the cause of medical errors in order to reduce them in the future, according to the researchers. In the study, which was supported in part by the Agency for Healthcare Research and Quality (HS11898), researchers used the SAFE reporting system to determine the frequency and type of medical errors occurring in the ICU over a 6-month period.
See 
M
any patients who are depressed do not receive quality care for depression. This is especially true for minority patients who generally receive less care for depression than white patients. A new managed care quality improvement (QI) initiative, which enhanced access to medication and therapy among depressed primary care patients, reduced depression rates up to 5 years after implementation, especially among Hispanic and black patients.
The Partners in Care (PIC) program, supported in part by the Agency for Healthcare Research and Quality (HS08349), randomly assigned 46 primary care clinics in six managed care organizations to usual depression care or one of two QI groups, QI-Meds or QI-therapy, for 6 to 12 months. The QI-Meds group used trained nurses to support medication management by primary care providers, and the QI-Therapy group trained local therapists in cognitive behavior therapy (CBT, which helps change self-defeating behavior and thinking patterns) and lowered the patient copay for use of those therapists. Patients could have any or no treatment in either intervention.
Kenneth Wells, M.D., Ph.D., of RAND, and his colleagues used a telephone survey to gauge the effects of the QI programs on health outcomes and quality of care for 991 primary care patients with depression (including 452 Hispanics and blacks) nearly 5 years (57 months) after study enrollment. Relative to usual care, combined QI-meds and QItherapy reduced the percentage of patients with probable depressive disorder at 5 years by 6.6 percentage points but reduced the probability of the disorder for blacks and Hispanics by 16.1 percentage points. In the usual care group, blacks and Hispanics combined had worse health outcomes (56 percent had probable depressive disorder) than whites (36 percent had probable depressive disorder). Participation in QItherapy alone lowered the rate of probable disorder among blacks and Hispanics, but it had little effect among whites. Results were similar for QI-meds alone but were not significant.
See "Five-year impact of quality improvement for depression," by Dr. Wells, Cathy Sherbourne, Ph.D., Michael Schoenbaum, Ph.D., and others, in the April 2004 Archives of General Psychiatry 61, pp. 378-386.
Editor's note: Another AHRQ-supported study on a related topic calls for new approaches to improving access to appropriate depression care for Hispanic and black primary care patients. The researchers found that Hispanic and black primary care patients with depression remain less likely than similar white patients to obtain appropriate care, such as antidepressant medication or specialty care. For more details, see Miranda, J., and Cooper, L.A. (2004, February) . "Disparities in care for depression among primary care patients."(AHRQ grant HS19758 and HS08349). Journal of General Internal Medicine 19, pp. 120-126. s Improved access to medication and therapy for depressed primary care patients improves 5-year outcomes L ung cancer is the leading cause of cancer-related death in the United States, with 87 percent of lung, bronchial, and tracheal cancer attributed to smoking. After reviewing the latest scientific evidence on the topic to update its 1996 recommendation on lung cancer screening, the U.S. Preventive Services Task Force concluded that the evidence remains insufficient to recommend screening asymptomatic individuals for lung cancer with either chest x-ray, low-dose computerized tomography (CT), sputum cytology (examination of a coughed sputum sample for cancerous cells), or a combination of these tests.
The Task Force found fair evidence that screening with any of these methods can detect lung cancer at an earlier stage than it would be detected in an unscreened population. However, it found poor evidence that any screening strategy decreased death rates from the disease. Because of the invasive nature of diagnostic testing and the possibility of a high number of false-positive tests (tests that indicate cancer where there is none) in certain populations, there is also the potential for significant harm from screening.
Researchers at the Oregon Evidence-based Practice Center, which is supported by the Agency for Healthcare Research and Quality (contract 290-97-0018), reviewed studies that evaluated mass screening programs for lung cancer with chest x-ray, sputum cytologic exam, and low-dose CT. None of the randomized trials of screening for lung cancer with chest x-ray alone or in combination with sputum cytologic examination showed benefit among those screened.
Six studies showed that when CT was used to screen for lung cancer, lung cancer was diagnosed at an earlier stage than in usual clinical care. However, these studies did not have control groups, making mortality evaluation difficult, and they had a high rate gained. This is similar to the costeffectiveness of many accepted health care interventions. Expanding screening to all adults would cost an additional $360,966 per QALY, a far more costly approach.
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The researchers used clinical data from several large studies and recent cost data to develop a costeffectiveness model. The model used data on diabetes disease progression to simulate lifetime diabetes-related health care costs (including costs for complications such as heart, eye, and kidney disease) and QALYs for people with diabetes. In the model, they assumed that in the absence of screening, diabetes would be diagnosed 10 years after its onset. With a one-time screening, diabetes would be diagnosed on average 5 years after onset and patients would thus begin treatment 5 years earlier.
Based on the model, the most cost-effective approach to one-time diabetes screening is to target people with hypertension between ages 55 and 75 years. The benefit of screening comes primarily from reducing fatal and nonfatal heart attacks through intensive control of hypertension rather than from reducing microvascular complications, such as end-stage renal disease or blindness, by intensive blood-sugar control.
See (WIC) . WIC is often the first contact with the health care system for many poor women and children. To achieve the goal of good nutrition and health for women, infants, and children, the WIC agencies work to improve the linkage between clients and health care providers, including dentists, through referrals and networking.
According to findings from a recent study, the WIC program is working to improve dental health among children. The study found that children who participated in WIC had an increased probability of visiting the dentist, were more likely to use preventive and restorative services, and were less likely to use emergency services for oral problems.
In the study, which was supported by the Agency for Healthcare Research and Quality (T32 HS00032 and HS11607), Jessica Y. Lee, D.D.S., Ph.D., M.P.H., of the University of North Carolina, and her colleagues linked North Carolina Medicaid claims and enrollment data to WIC enrollment data to compare dental services use for children enrolled in WIC with those not enrolled. More than 50 percent of the 21,277 children enrolled in Medicaid were on WIC at any time during the 5-year study period.
Children who participated in WIC for a full year were about 1.7 times as likely to have two or more dental visits per year and 1.5 times as likely to have one dental visit as children who never participated in WIC. Children who participated in WIC for 1 year were nearly twice as likely to have a preventive visit and a restorative visit. WIC participation also led to reduced use of emergency services for oral problems; WIC participants were 32 percent less likely than nonparticipants to have an emergency visit related to oral problems.
WIC participation improves poor children's access to dental care
N early one-third of the U.S. population (77 million people) will be approaching retirement age by 2010, and many of these baby boomers will lose employer-sponsored dental insurance. According to findings from a recent study, lower income and lack of coverage for dental care are associated with reduced use of dental services among older adults, including those in minority populations. This trend will likely extend into retirement years because the prospect of having enough disposable income to pay for dental care will remain low, explains Dr. Manski and his colleagues examined the effects of age, income, and insurance coverage on dental care use during 1996 using data from the 1996 Medical Expenditure Panel Survey. Overall, 34 percent of adults 55 and older had private dental coverage during 1996, and 43 percent reported a dental visit during that year. People in older age groups (aged 65 to 74 years and 75 years and older) were less likely to have dental coverage than those aged 55 to 64 years. Poor, low-income, and middleincome older adults were less likely to have dental coverage than wealthier older adults. Although Hispanics in this study were less likely to have coverage than other groups, older blacks were no less likely than whites to have coverage.
People in the oldest age group (age 75 or older) were less likely to have a dental visit than individuals in either the middle (age 65-74) or youngest (age 55-64) age groups (32.2 percent, 46.9 percent, and 46.8 percent, respectively). About one-quarter of poor adults reported a dental visit during the year, compared with more than half of those in the high income group. Not surprisingly, those who had dental coverage were more likely than those who did not to report a dental visit during the year. When the researchers controlled for income, age, and coverage, older Hispanics Higher income and coverage for dental care increase use of dental services among older adults continued on page 17 P rotease inhibitors (PIs), in combination with other antiretroviral medications, have dramatically improved the lives of HIV-infected patients. Following current HIV treatment guidelines, physicians tend to delay prescribing antiretroviral therapy for patients they think are unlikely to take their medication regularly. There is some evidence that lack of adherence promotes drug resistance and may lead to worse health outcomes.
Most providers consider patient adherence an important factor in their decision to prescribe PIs, and this attitude apparently accounted for the relatively later use of PIs for Latinos, women, and the poor found in a recent study. The study The results indicate that RNA testing of CVL fluid for high-risk HPV DNA by polymerase chain reaction was not sufficiently sensitive. High-risk HPV DNA was found in 30 percent of the 270 women studied. However, the sensitivity of high-risk HPV DNA for detection of advanced precancerous changes (cervical intraepithelial neoplasia) was only 50 percent (it would detect these changes in only half of women who had them), and the specificity was only 71 percent (it would identify only 71 percent of women who truly did not have such changes).
See Researchers led by Aram Dobalian, Ph.D., J.D., of the University of Florida, Gainesville, examined the potential impact of clinical factors (for example, HIV symptoms, CD4 cell count, and/or a diagnosis of AIDS) and sociodemographic factors on the persistence or new development of generalized anxiety disorder (GAD), panic disorder (PD), major depressive disorder (MDD), and dysthymia (DYS) over a 6-month period. For the analysis, Dr. Dobalian and his colleagues used data from the HIV Cost and Services Utilization Study (HCSUS), a nationally representative sample of people in the United States under care for HIV. HCSUS is supported in part by the Agency for Healthcare Research and Quality (HS08578).
Of the 2,864 patients studied, baseline anxiety and depression were highly prevalent (GAD, 16 percent; PD, 11 percent; MDD, 36 percent; and DYS, 27 percent). Fewer patients exhibited anxiety or depression 6 months later (GAD, 11 percent; PD, 9 percent, MDD, 28 percent, and DYS, 21 percent).
Of the clinical factors, baseline HIV symptom count was associated with increased likelihood of each condition at followup. In addition, an increase in the number of HIV symptoms from baseline to followup predicted greater likelihood of screening positive for all conditions at followup. Symptoms may be a salient and constant reminder that one has the disease, and many HIV-related symptoms are painful and debilitating, which may in turn lead to increased anxiety, depression, or both. On the other hand, preexisting psychiatric distress may amplify symptom perception or report.
See "Stability of anxiety and depression in a national sample of adults with human Investigators supported by the Agency for Healthcare Research and Quality (HS10771) used data from electronic HMO provider lists of more than 500,000 physicians and 6,000 hospitals to quantify the extent of provider overlap (the probability that a physician in any given plan is also in a competing plan) in U.S. metropolitan markets. The national measure of overlap is 0.48, indicating that the probability that a given HMO enrollee's physician is also in a competing HMO is 48 percent, or about half.
Overlap varies with both plan and market attributes. Not surprisingly, group/staff-model plans have virtually no overlap, since their providers are all part of the health plan staff. Other plan types have high levels of overlap, while younger plans, for-profit plans, and plans in small markets have greater overlap. The Mid-Atlantic and New England regions have higher managed care penetration and higher overlap, while the Southern region has less penetration and only The researchers found that the proportion of children uninsured for an entire year declined from 10.4 percent in 1996 (7 million children) to 7.7 percent in 1999 (5.3 million). Overall use of hospital-based services declined significantly since 1987. Only 6.1 percent of children had at least one hospital outpatient visit in 1999 compared with 11.8 percent in 1987, a 48 percent decrease. Children with at least one hospital inpatient stay decreased from 4.7 percent in 1987 to 2.6 percent in 1999, a decrease of 45 percent. Also, the proportion of children with at least one emergency department visit declined from 17.1 percent in 1987 to 11.1 percent in 1999.
During this period, the site of ambulatory care shifted significantly toward office-based points of service, mostly due to a decline in hospital outpatient use from 7.3 percent to 3.7 percent. The percent of total expenditures attributable to children decreased Children's health insurance coverage has increased, more care has shifted to outpatient sites, and expenditures have declined A growing number of health plans have adopted patient cost-sharing mechanisms to control use of health care services and costs. Two studies supported by the Agency for Healthcare Research and Quality reveal that cost-sharing does influence patients' use of care.
The first study (AHRQ grant HS10771 and HS10856) found that patient copayments, deductibles, and gatekeeper requirements for specialist referrals reduced men's likelihood of receiving the prostate cancer screening test, a somewhat controversial screening test, but did not influence women's use of mammography to detect breast cancer, a widely accepted screening test. The second study (AHRQ grant HS13902) demonstrated that patients' perceived copayment for emergency care was strongly associated with avoidance of or delays in such care. The two studies are discussed here. The use of copayments, deductibles, and primary care gatekeepers may discourage controversial services, such as prostate cancer screening, but they may not discourage use of recommended and more widely accepted services, such as mammography screening for breast cancer, concludes this study. The investigators used data from the 1996 Medical Expenditure Panel Survey, a nationally representative sample of privately insured individuals, to examine whether there were differential impacts of patient cost-sharing and health plan organizational characteristics on the use of mammography and prostate cancer screening (PCS), after controlling for other factors such as socioeconomic status.
Men in private health plans with a copayment over $10 for an officebased physician visit or with deductibles over $250 were 62 percent less likely to receive PCS than men in plans with no or lower copayments and deductibles. Men in gatekeeper plans, which required a primary care provider referral for PCS, were 52 percent less likely to receive PCS than those without gatekeepers.
Neither higher copayments nor deductibles had a significant influence on whether or not women underwent mammography screening for breast cancer. Furthermore, use of primary care gatekeepers seemed to encourage use of mammography. The impact of cost-sharing on Medicare, Medicaid, and uninsured populations requires further investigation. Patients are less aware of their copayment amounts for emergency department (ED) visits than for physician office visits and prescription drugs. However, perceived copayments for ED care can lead some patients to delay or avoid emergency care, according to this study. Further research is needed to determine whether these responses reflect greater efficiency (care could have been handled effectively elsewhere) or harmful decisions (needed emergency care was not received), note the researchers.
They studied a stratified random sample of 695 adult patients in an integrated delivery system, including many elderly and low-income patients. They asked those surveyed about perceived levels of copayments for ED visits, office visits, and prescription drugs and whether these copayments influenced their decisions to seek care. Only one-third of adults surveyed correctly reported their ED copayment, whereas three-fourths correctly reported their prescription drug and office visit copayments.
Over half (57 percent) of those surveyed underestimated their ED copayment by $20 or more. Perceived copayment level was strongly associated with behavior change. One-fifth (20 percent) of adults who thought their copayment was $20 or higher said they had delayed or avoided emergency care compared with only 6 percent who thought their copayment was less than $20. Among patients who reported having any ED copayment, 11 percent said they either delayed or avoided emergency care. s S ome Medicare+Choice health maintenance organizations (HMOs) have been successful in reducing socioeconomic disparities in the use of preventive services by elderly men. The findings of a study by Leo S. Morales, M.D., Ph.D., of RAND Health and the University of California, Los Angeles, and his colleagues raise the possibility that requiring enrollees to select a primary care provider (PCP) may lessen socioeconomic disparitiies in use of preventive services. Mandatory enrollment with a PCP may foster a regular patientprovider relationship which, in turn, may promote use of preventive services, especially among lowincome people.
In the study, which was supported in part by the Agency for Healthcare Research and Quality (HS09630), Dr. Morales and his colleagues examined the effects of demographic and socioeconomic factors on use of three preventive care services-prostate-specific antigen (PSA) testing, colorectal cancer (CRC) screening, and influenza vaccination-among elderly men enrolled in two Medicare HMOs.
Overall, 49 percent of the men underwent PSA testing, 32 percent underwent CRC screening, and 49 percent received an influenza vaccination. Age, marital status, educational attainment, and household wealth were all associated with the use of one or more of the preventive services studied. However, plan-specific analyses revealed income-related differences in PSA testing, CRC screening, and number of preventive services used in the Midwestern plan, which did not require enrollees to choose a PCP, but not in the Northeastern plan, which did include this requirement.
Other studies have found much lower influenza vaccination rates among blacks compared with whites, but this study found no Most of the parents were poor, minority, and covered by public health insurance. Although 55 percent of insured children were covered by managed care, 45 percent of their parents were unaware of their children's managed care coverage. When asked, "What is managed care?" 88 percent of parents did not know it was a type of insurance, and 94 percent did not identify a specific feature. Latino parents were significantly more likely to provide a wrong or "do not know" answer to this question.
Most parents reported that if their child were covered by managed care, they would bring the child to the ED without prior approval for minor childhood problems such as a sprained ankle or diarrhea. Latino ethnicity, having a child not covered by managed care, and having a child covered by managed care but being unaware of the managed care coverage were associated with 2.0, 2.3, and 2.9 greater odds, respectively, of answering definitions of managed care wrong or with a "don't know." Low family income and limited English proficiency were consistently associated with significantly higher odds of "wrong/do not know" answers about specific managed care features.
See MMC enrollees reported significantly fewer problems with paperwork, information, and customer service. They were also more likely to report having received immunizations for influenza and pneumonia in 2000 than FFS enrollees (77 vs. 63 percent), and MMC smokers were more likely to report having received counseling to quit smoking. The tradeoff between the strengths of both programs should be considered when policy decisions are made that affect the availability of choice or influence beneficiaries to choose one model of care over another, suggest the researchers.
See organizations to control costs. Legal conflict, however, has had a larger effect through its influence on market actors' perceptions and expectations.
In anticipation of adverse legal outcomes and in response to consumers' and investors' anxiety, health plans changed business strategies, backing away from aggressive cost management, according to the authors. Today, aggressive utilization management, selective contracting with caregivers, and financial incentives to physicians to limit care play much less prominent roles in health insurance business strategy than they did in the mid-1990s.
Today Workers' self-report is a suitable way to assess occupational exposure to potentially toxic substances, concludes this study. The investigators evaluated agreement between selected selfreported occupational exposures to benzene, other organic solvents, pesticides, and electromagnetic fields and job-exposure matrix (JEM) exposure assessment (probability of exposure to specific agents using job titles and/or descriptions) in a case-control study of 486 leukemia patients and 502 healthy controls in Shanghai. Agreement between self-reported exposures and JEM assessment (the "gold standard") was good. A national data warehouse that links public and private data could be used to monitor trends in health care costs, use of services, quality of care, adherence to quality guidelines, and changes in treatment protocols, conclude these authors. Assisted living is a type of residential long-term care that is becoming an increasingly popular alternative for older people who need assistance with personal care and health monitoring. Consumer discourse used by assisted living practitioners, gerontologists, and public agency personnel characterizes this setting as one where older people act as rational and informed shoppers, seeking the goods and services that best meet their personal preferences. This paper relies on theories of consumer studies to explain strategies used by assisted living practitioners to promote consumer choice and independence while minimizing potential risks. Data include field notes, participation in manager-training programs, and interviews with residents and family members during a 2-year period. The current U.S. system for detecting adverse effects of therapeutics (drugs, devices, and biological products) is suboptimal, assert these authors. Their report presents the results of an expert workshop on assessing therapeutic risks. The workshop's focus was on the post-approval phase and procedures in the United States, but relevant international issues and attendees were included. Workshop participants delineated substantial deficiencies in the current U.S. system for risk assessment of therapeutics. Improving the system will involve research into methods to enhance risk assessment, refinement and consolidation of data-handling systems, education of health care workers, allocation of financial resources, and building of constituencies. Utilities represent a measure of the burden a disease places on a particular individual. Utilities are quality of life measures that reflect the strength of individuals' preferences or values for a particular health outcome. These authors introduce the concept of utilities to the dermatology community and present a catalog of dermatology utilities obtained from direct interviews with 236 patients. They present utilities for 17 diagnostic categories ranging from acne and hives to lymphoma and melanoma and discuss the underlying reasons for the significant disease burden that these utilities represent. For example, the burden of blistering diseases was high and comparable to that of kidney disease.
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Cheng, E.M., Siderowf, A., Swarztrauber, K., and others. This article examines issues in implementing evidence-based practice in home health care, a decentralized setting that lacks strong peer contact or on-site support and supervision compared with hospitals, clinics, and nursing homes. The authors demonstrate that translational research on the effectiveness of an e-mail reminder (by itself or augmented with other reminders) to nurses about treatment of heart failure or cancer pain patients can be successfully conducted in the home health care setting. They also point to the value of assessing different levels of intensity of interventions in a single study, looking at process measures and patient outcomes, and conducting a cost-effectiveness analysis. To encourage broader adoption of translation strategies, additional incentives from purchasing or regulatory agencies may be needed. Franks, P., Lubetkin, E.I., Gold,  M.R., and others. (2004, May) . "Mapping the SF-12 to the EuroQol EQ-5D index in a national U.S. sample." (AHRQ grant HS13770). Medical Decision Making 24, pp. 247-254.
The SF-12 component summary scale scores can be transformed to a preference scale score exhibiting adequate performance characteristics in a large, national sample, concludes this study. The investigators examined responses of 1,500 adults in the 2000 Medical Expenditure Panel Survey that included the SF-12 health status questionnaire and the EQ-5D Index of health state preferences. The performance of the predicted EQ-5D seemed adequate for group comparison purposes for which the SF-12 was developed. The mapped SF-12 yielded usable preferencescaled scores, with some caution for the lowest health states. Researchers seeking to minimize respondent burden in primary data collection, while generating data useful for health profiles and costeffectiveness analyses, may find that use of the SF-12 suffices. Trauma center quality should be judged based on patients' functional status as well as survival, concludes this study. The researchers found that the trauma care quality of 15 of 27 hospitals studied was categorized differently when their performance was benchmarked using survival versus functional outcome. The investigators used data from the National Trauma Database on adult patients who sustained a blunt trauma (but without head or spinal cord injury) in 1999. They developed a model that would allow trauma centers to compare their performance with one another and with a national norm in terms of functional outcomes. They compared the probability of good functional outcome using this model with survival rates using a different model. The researchers then compared the performance of 27 hospitals based on the number of survivors and the number of survivors with good functional outcomes. Researchers conducted a comprehensive review of research studies to determine the risks and benefits associated with repeat csection and attempted vaginal birth after cesarean (VBAC). They analyzed 20 studies involving more than 55,500 women with prior cesarean delivery and found the studies to be flawed or limited. They found no direct evidence for the relative benefits and harms of VBAC, although several studies provided indirect evidence. The researchers were unable to determine the relative increased risk for a patient choosing a trial of labor compared with repeat cesarean, regardless of the ultimate delivery route. They make several recommendations for future studies comparing VBAC with elective repeat cesarean.
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